LETTERS TO THE EDITOR to 5 mm in the immediate period after exercise. The R wave increased by 3 mm over the control value.
wave increased by 1.5 mm and he had 1.5 mm of ST depression over the resting level.
The ejection fraction decreased from 56% in the control period to 54% in the postexercise period. The ventricular volumes at rest and with exercise were essentially unchanged. The failure of the ejection fraction to increase appropriately with exercise may account for the R-wave increase.
The enlarged ventricular volume in the thallium scan as opposed to the unchanged volume by nuclide study may be related to a postural difference with exercise. Our thallium scans are made supine, although the exercise is upright. The reduced ST and R response suggests a smaller degree of ischemia for the bicycle test than the treadmill test. It would appear that in this case the left ventricular volume increased more when the patient was horizontal than when upright, which might be caused by the reduced stress applied rather than position. Perhaps this explains the failure of Battler et al. to find an increase in volume with the R-wave change.
The ventricular enlargement on the exercise thallium scan may emerge as a useful finding in identifying myocardial ischemia.
Further studies are needed to assess the effect of exercise in various positions on the R-wave change and to ascertain how volume and ejection fraction changes with exercise are related to posture and how this relates to the physiologic mechanism resulting in R-wave changes. The report of in-hospital prognosis for first myocardial infarction by Thanavaro and associates' is a well-executed analysis of the significance of enzyme levels. Yet, it exemplifies two chronic problems in handling and reporting data: terminologic imprecision andby inferenceflawed manuscript review. The authors' results agree with those of other workers in that infarcts considered to be transmural and nontransmural by ECG are difficult or impossible to disentangle prognostically and that other predictorsas the authors nicely show for SGOTare more significant.2'-This should not be surprising because the designation of a Q-wave infarct as transmural and an ST-segment infarct as nontransmural are good examples of misleading terminology. A veritable mass of evidence demonstrates that patients cannot be so classified on the basis of the ECG.""10 Moreover, even slight subendocardial lesions can cause QRS changes." Even if we hypothesize a tendency for Q infarcts to be transmural more often than ST infarcts, the low correlation with the supposed anatomic lesions make it no surprise that ECG-based results are predestined to be confounded.
Misleading or erroneous terminology conveys flawed or erroneous concepts. In science, this may be barely tolerable for the well informed, but can confuse students and non-specialists. The Q vs ST infarct is just one of many examples of pernicious but inexplicably durable errors,12 akin to the now discredited designation of an inferior wall infarct as a posterior infarct. (The reason we now have the redundancy, "true" posterior infarct, is because for too long we had a false one.) It would be far better to describe exactly what we see. Since a Q infarct is far from dependably transmural, it should be called a Q-wave infarct.
One may infer that the labeling problem did not escape reviewers of this manuscript. The penultimate paragraph appears to have been cobbled into the paper and appears to be a response to a reviewer. Based upon what the authors call recent evidence (though their reference 29 is from 1963 and one can cite much earlier reports, that paragraph is a disclaimer which finally acknowledges inability to determine from the ECG whether an infarction is transmural. Therefore, perhaps the spurious terminology could have been amended, particularly in the title and abstract, which are negated by this key paragraph.
These remarks are not meant as fundamental criticism of the authors, who have done an excellent and needed job. The criticism is aimed at the otherwise eagle-eyed reviewers. Investigators should be obliged to "call them as we see them." As this paper indicates, a Qwave infarct is just that, i.e. probably a mixture of lesions which, the authors astutely note, "may be a convenient way of indicating the extent of myocardial damage and may not reflect the true pathologic type of infarction." ECG morphology is an enormously useful, but rather blunt, diagnostic tool that must be handled with care. The authors reply: To the Editor:
We agree completely with Dr. Spodick there may be little or no difference in the pathology between transmural and nontransmural infarction as defined electrocardiographically and as cited in our text. Unfortunately, the field of electrocardiography is replete with terms that have rather precise electrocardiographic definitions but are imprecise and inexact either physiologically or pathologically. For example, the term left atrial rhythm, which describes a kind of P-wave morphology but in which the pacemaker may not be in the left atrium, or terms such as subepicardial and subendocardial injury or ischemia, which may or may not reflect the equivalent physiologic or pathologic processes, abound. Furthermore, use of Q-and ST-segment infarctions as substitution terms for transmural and nontransmural infarctions have problems of their own. True posterior infarction defined as transmural does not have Q waves. Some of the infarcts that we classified as nontransmural had no STsegment abnormalities and the diagnosis of myocardial infarction was made solely on the basis of clinical grounds and characteristic enzyme patterns. For these reasons and because the customary terminology of transmural and nontransmural myocardial infarctions is in wide usage, we chose to use this terminology. We also made it clear that these terms were only electrocardiographic in definition and were not meant to represent pathologic changes. It seemed to us quixotic to change the customary terminology of transmural and nontransmural infarction, much akin to King Canute telling the tide to roll out rather than in.
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